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Any deficiency statement ending with an asterisk (*) denotes a deficiency which may be excused from correction providing it is determined that other safeguards 

provide sufficient protection to the patients.  The findings stated above are disclosable whether or not a plan of correction is provided .  The findings are disclosable 

within 14 days after such information is made available to the facility.  If deficiencies are cited, an approved plan of correction is requisite to continued program 

participation.

This form is a printed electronic version of the CMS 2567L.  It contains all the information found on the standard document in much the same form.  This 

electronic form once printed and signed by the facility administrator and appropriately posted will satisfy the CMS requirement to post survey information found 

on the CMS 2567L. 
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This report is the result of a full Medicare 

recertification survey conducted onsite on January 

26-27, 2023 and completed offsite on January 31, 

2023, at St. Luke's Endoscopy Center-Twin Rivers.  

It was determined the facility was in compliance with 

the requirements of 42 CFR, Title 42, Part 416 - 

Conditions for Coverage for Ambulatory Surgical 

Centers.

It was also determined the facility was in compliance 

with 42 CFR, Title 42, Part 416 - Conditions for 

Coverage for Ambulatory Surgical Centers at 

416.51(c)(1)-(3)(i)-(x) COVID-19 Vaccination of 

Facility Staff.  
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This report is the result of a State relicensure survey 

conducted onsite on January 26-27, 2023, and 

completed offsite on January 31, 2023 at  St. 

Luke's Endoscopy Center-Twin Rivers.  It was 

determined the facility was not in compliance with 

the requirements of the Pennsylvania Department of 

Health's Rules and Regulations for Ambulatory Care 

Facilities, Annex A, Title 28, Part IV, Subparts A 

and F, Chapters 551-573, November 1999. 

S 5100 S 5100  0.00
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555.1 CHAPTER  555 - MEDICAL STAFF

555.1      Principle

 There shall be an organized medical staff  which is 

accountable to the governing body and which has 

responsibility for the quality of medical care provided to 

patients and for the ethical conduct and professional 

practice of its members and other practitioners who have 

been granted clinical privileges in the ASF.

This REGULATION is not met as evidenced by:

Completion 

Date:

02/09/2023

Status:

APPROVED

Date:

02/13/2023

Twin Rivers Endoscopy Center 

contracts with St Luke's University 

Health Network for 

credentialing/recredentialing 

services. At the time of acquisition 

to the Network (12/31/2020), a 

different process was in place than is 

the current process (a provider was 

credentialed for all hospital 

campuses/Ambulatory surgery 

centers as a group and 

grandfathered to all campuses). It 

was subsequently agreed upon that 

this was not in alignment with 

regulations. The timeframe noted 

was included during the prior 

process.

Date of process revision pre-dates 

today's date, however, as of 2/7/2023 

this process is in effect: 

- The credentialing verification office 

is responsible to notify the 

Administrator/Patient Care Manger 

of the Providers/Allied Health 

professionals 

credentialing/re-credentialing each 

month.

- The Administrator is responsible to 
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note an expiration and contact the 

credentialing verification office to 

determine date of privilege 

requisition if the person is not on the 

credentialing verification office list.

- The credentialing verification office 

is responsible for making all required 

documents available in the portal. 

- The Administrator is then 

responsible to assure documents are 

complete and within date. 

- The Administrator is responsible 

for data gathering and calling a 

Board Meeting. 

- The Twin Rivers Governing Body 

is responsible for reviewing data and 

approving or denying privilege 

requests.

- The Administrator is responsible 

for communicating the approvals 

and Board meeting date to the 

credentialing verification office.

- The credentialing verification office 

is responsible for completing 

Approval Letters and posting to the 

portal.

- The Administrator is responsible to 

check the credentialing verification 

office portal to assure letters are 
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posted- this is completed at 15 days 

(and 30 days) once the credentialing 

verification office is notified of the 

Board Meeting date.
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Based on review of facility Bylaws, credential files 

(CF) and interview with staff (EMP), it was 

determined the facility failed to comply with its 

established policy for the reappointment of 

physicians to the surgery center for three out of six 

credential files reviewed. (CF1, CF2, and CF4). 

Findings include:

Review on January 26, 2023, of facility document  

"Governing Body Bylaws and Rules & Regulations- 

230" , dated December 31, 2020, revealed  

"RESPONSIBILITIES OF THE GOVERNING 

BOARD [sic] ... Appoint and reappoint the Medical 

Staff. Assure that applicants to the medical staff are 

properly credentialed."

Review on January 26, 2023, of facility document  

"Credentialing, Medical Staff- 226", dated 

December  31, 2020, revealed  "All 

credentialing/re-credentialing processes are the 

responsibility [sic] [name of health system]."

Request made on January 26, 2023, for the 

Governing Body Meeting Minutes which approved 

the reappointment of CF1, CF2, and CF4 during 
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the time lapse between reappointment. None 

provided.

Review on January 26, 2023, of CF1, revealed  

"The Governing Board of Twin Rivers Endoscopy 

Center informs you that your application for clinical 

privileges  ... have been approved  ... dated 

October 2, 2019 This reappointment is valid from 

September 26, 2019 through September 26, 2021 

..."  Further review revealed no documented 

evidence that CF1 was recredentialed after 

September 26, 2021 until February 28, 2022. 

Review on January 26, 2023, of CF2, revealed  

"the Governing Board of Twin Rivers Endoscopy 

Center informs you that your application for clinical 

privileges ... have been approved ... dated October 

2, 2019.  This reappointment is valid to September 

26, 2019 through September 26, 2021..."  Further 

review revealed no documented evidence that CF2 

was recredentialed after September 26, 2021until 

March 2, 2022.

Review on January 26, 2023, of CF4, revealed  

"the Governing Board of Twin Rivers Endoscopy 
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Center informs you that your application for clinical 

privileges ... have been approved  ... dated May 29, 

2019. This reappointment is valid to May 20, 2019 

through May 20, 2021 ..."  Further review revealed 

no documented evidence that CF4 was 

recredentialed after May 20, 2021 until January 31, 

2022.

Interview on January 26, 2023 at 12:15 PM with 

EMP1 confirmed the practitioner in CF1 

reappointment membership expired in September 

26, 2021. EMP1 confirmed there was no 

documented evidence CF1 was recredentialed 

between September 26, 2021 through February 28, 

2022. 

Further interview with EMP1 confirmed the 

practitioner in CF2 reappointment membership 

expired in September 26, 2021. EMP1 confirmed 

there was no documented evidence CF2 was 

recredentialed between September 26, 2021 

through March 2, 2022. 

Further interview with EMP1 confirmed the 
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practitioner in CF4 reappointment membership 

expired in May 20, 2021. EMP1 confirmed there 

was no documented evidence CF2 was 

recredentialed between May 20, 2021 through 

January 31, 2022.
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